Objective Examine differences in maternal and paternal coping and distress following traumatic brain injury (TBI) and orthopedic injuries (OI). Method Concurrent cohort/prospective design with five assessments between 1 and an average of 7 years after injury of children aged 3-6 years hospitalized for TBI (n ¼ 87) or OI (n ¼ 119). Mixed models analyses were used to examine hypotheses. Results Overall, fathers reported greater depression and general distress than mothers 18 months after injury, but not at long-term follow-up. Active and acceptance coping were unrelated to parental sex, injury factors, or time since injury. A group Â rater Â time interaction was noted for Denial coping. Following severe TBI, fathers reported greater denial at 18 months, whereas mothers reported greater denial at the long-term follow-up. Denial coping did not differ between mothers and fathers following OI and moderate TBI. Conclusions Parental response to early TBI is complex and may warrant clinical intervention even years after injury.
Pediatric traumatic brain injury (TBI) is one of the leading causes of morbidity and mortality in childhood, and the most common source of acquired disability in children (Thurman, 2014) . Moderate to severe TBI in childhood is associated with significant cognitive and behavioral sequelae (Babikian, Merkley, Savage, Giza, & Levin, 2015) . Parents of children with TBI are faced with unique stressors regarding their child's recovery, including adjustment to emerging behavioral difficulties and concern over long-term functioning and implications for independence (Babikian et al., 2015) . As such, TBI and recovery following injury are significant stressors for families, resulting in increased caregiver burden and psychological distress even years after the injury (Ganesalingam et al., 2008; Rivara et al., 1992; Rivara et al., 1996; Verhaeghe, Defloor, & Grypdonck, 2005; Wade et al., 2002) . More than onethird of parents of children with TBI report clinically elevated levels of anxiety and depression (Hawley, Ward, Magnay, & Long, 2003; Wade, Taylor, Drotar, Stancin, & Yeates, 1998) , and researchers have identified a reciprocal relationship between levels of parental distress and child behaviors , further reflecting the importance of addressing parent and family outcomes following childhood TBI.
The impact of TBI on caregivers and families is well documented (Aitken et al., 2009; Shudy et al., 2006) ; however, these findings are most often based on mothers' reports with little attention given to fathers' response to injury. Fathers' roles within the family and involvement in child rearing have increased in recent years (Lamb, 2013) . Additionally, pediatric research has demonstrated that fathers' involvement does have an impact on all aspects of child development and behavior (Phares, Lopez, Fields, Kamboukos, & Duhig, 2005) , highlighting the importance of understanding how fathers experience stressors related to their child's health and well-being. Moreover, most investigations examining caregiver response and family adaptation to injury focus on the initial year after injury or are cross-sectional in nature, therefore neglecting the long-term outcomes for parents and families and limiting the ability to examine the change in functioning over time. A better understanding of trajectories of maternal and paternal coping and distress is crucial for developing interventions that are responsive to the needs of both mothers and fathers.
Parental distress appears to be related to the type of injury as well as the age at which the child was injured. Research indicates that parents of children who sustain a TBI in the preschool years report greater general distress during the initial 18 months postinjury compared with parents of children with orthopedic injuries (OI), and levels of parental distress are higher for parents of children injured later in childhood than for those injured in the preschool years (Fay et al., 2009; . These findings provide insight into parental distress following injury of preschool-aged children during early childhood but fail to inform us about potential longer-term changes in parental distress (beyond 18 months after injury) as the injured child progresses through the school-age years. Increasing demands for self-regulation and executive function skills during middle school may contribute to emerging neurocognitive and behavioral deficits and concomitant parental distress as the child ages (Anderson et al., 1997; Anderson et al., 2006; Catroppa, Anderson, Morse, Haritou, & Rosenfeld, 2008; Ewing-Cobbs et al., 2006; Fay et al., 2009) , with children injured at younger ages especially prone to these adverse effects (Ewing-Cobbs et al., 2006) .
How parents cope with and manage ongoing stressors is an important determinant of their distress ). Lazarus and Folkman (1984) define coping as cognitive and/or behavioral efforts to manage the demands of a stressor or emotional response to a stressor. Coping styles are often divided into two distinct categories: emotion focused strategies, aimed at managing the emotional distress created by stressors, and problem-focused strategies, aimed at managing distress by modifying the source of the problem. While problem-focused coping strategies have been theoretically and empirically linked with more positive psychological outcomes than emotionfocused or denial/disengagement coping strategies (Compas & Boyer, 2001) , the effectiveness of a given coping style may vary depending on the nature of the stressor (Baker & Berenbaum, 2007; Wade et al., 2001) . Although avoidant coping/disengagement has been consistently linked with negative outcomes and increased distress (Aldwin & Revenson, 1987; Billings & Moos, 1984; Felton, Revenson, & Hinrichsen, 1984; Holahan & Moos, 1987; Wade et al., 2001) , problem-focused coping may be most beneficial in situations that can be changed, whereas emotion-focused coping may be healthier in unalterable situations. For example, parents of children with OI face sequelae that can be addressed through problem-focused strategies such as attending medical appointments, having casts removed, and completing physical therapy. On the other hand, the neurological complications associated with TBI are unlikely to improve in response to the parents' active efforts to change the situation. Wade et al. (2001) showed that active coping strategies were reported more frequently by parents of children with TBI compared with parents of children with OI; however, active coping was associated with increased parental distress in the TBI group. Therefore, for parents of children with TBI, managing one's own emotional reactions to the stressors may be more successful in reducing caregiver distress than active coping directed at changing the neurological consequences .
While parental burden and distress are common consequences of childhood injuries, Perlesz & O'loughlan (1998) point out that relatives of individuals with TBI are not universally distressed, underscoring the need to identify factors associated with positive adjustment. Research on parental coping, burden, and distress following childhood TBI is most often based on primary caregiver (typically mother's) report. Findings are mixed regarding how mothers and fathers differ in response to their child's illness, injury, or disability (Holmbeck et al., 1997; Macias, Saylor, Haire, & Bell, 2007; Sloper, 2000; Wade et al., 2010) . Wade et al. (2010) found that fathers endorsed greater distress than mothers following both severe TBI and OI. Further, Benn and McColl (2004) noted that mothers were more likely than fathers to use coping strategies aimed at altering the perception of the injury and its aftermath. Wade et al. (2010) found that during the first 18 months after injury, mothers reported using more acceptance-based coping regardless of type of injury or time since injury, while fathers' coping varied over time in relation to the type and severity of the injury. This lack of consensus, coupled with evidence of a bidirectional relationship between parental functioning and child outcomes following TBI (Raj et al., 2014; Taylor et al., 2001) , warrant further research to examine both maternal and paternal distress and coping over longer periods following TBI in childhood.
The current project builds on a previous report by Wade et al. (2010) regarding parental coping, injuryrelated burden, and psychological distress in mothers and fathers of preschool-aged children with TBI during the first 18 months after injury. The present study extends this prospective longitudinal investigation to a long-term follow-up assessment of parental coping and psychological outcomes when the child entered early adolescence and experienced increased demands on academic and social functioning. Although Wade et al (2010) examined only ratings from parent dyads, the current study considered data from all parents in the sample regardless of whether ratings were obtained from one or both parents. Based on the findings reported in Wade et al. (2010) , we hypothesized that fathers would report higher levels of distress than mothers regardless of injury characteristics. In view of the persisting effects of TBI on children's behavior and the potential for associated increases in parent distress over time , we also hypothesized that parental distress would increase over time for parents of children with TBI (with a greater increase in families of children with severe TBI than those with moderate TBI), while decreasing among parents of children with OI. Similar to Wade et al. (2010) , we further expected fathers of children with TBI to report greater use of denial than mothers, with more pronounced effects in the severe TBI group than the moderate TBI and OI groups, while mothers of children in all injury groups would report using more positive coping strategies (acceptance and active coping) than fathers. Finally, we anticipated that parents of children with TBI would report more changes in coping strategies over time than parents of children with OI, given the potential for persisting cognitive and behavioral consequences of TBI to erode parent satisfaction with strategies used more immediately after injury. Further it is hypothesized that parents of children with severe TBI would report more changes in strategies over time than parents of children with moderate TBI.
This report focuses on maternal and paternal coping and distress in early adolescence from a 12-year, prospective longitudinal study of early TBI that has resulted in >30 papers focusing largely on predictors of child cognitive and behavioral outcomes. Only two previous papers focused on early parental coping or distress, with one of these considering both paternal and maternal responses Wade et al., 2010) . Thus, the focus of the current paper on paternal and maternal response is relatively unique both within our research and the broader pediatric TBI literature. Given the variability of recovery trajectory following TBI (Narad et al., 2016) , understanding how parents cope with varying stressors long-term after injury is an important/unique contribution to the literature. Further, there is scant literature regarding fathers' response to injury or chronic illness. Most research focuses on primary caregivers, most often mothers, with fathers not assessed or treated as secondary caregivers. To situate the current findings in the extant literature and identify potential avenues for intervention, we have chosen to examine maternal and paternal ratings together. In a separate report, currently under review, we have examined the crosslagged associations between maternal distress and child behavior (Petranovich et al., under review) . Focusing the present article on maternal and paternal outcomes, rather than child outcomes, allows us to address critical gaps in the literature.
Method

Research Design
The study used a prospective, concurrent cohort research design to examine the long-term coping and distress of mothers and fathers of children with TBI relative to a comparison group of parents of children with OI. The study was approved by the institutional review boards at each of the participating medical centers.
Participants
Participants were parents of children hospitalized between 2003 and 2006 for TBI or OI between the ages of 3 and 7 years at three children's hospitals and one general hospital in Ohio. Assessments were completed at multiple time points, including post-discharge baseline (0-3 months after injury), more immediate follow-ups at 6, 12, and 18 months after injury, and a long-term follow-up an average of 6.7 years after injury (2013) (2014) (2015) . This long-term follow-up was timed to coincide with middle-school/early adolescents to examine the potential for emerging deficits. The time since injury for this long-term follow up ranged from 4.47 to 10.58 years. Inclusion criteria included the absence of evidence of child abuse or a history of neurological problems or developmental delays before injury and English as the primary language at home. The OI group included children who sustained a bone fracture (excluding skull fracture), had an overnight stay in the hospital, and did not exhibit alterations in consciousness or other signs or symptoms of head trauma or brain injury. The severity of TBI was characterized using the lowest postresuscitation Glasgow Coma Scale (GCS) score. Severe TBI was defined as a GCS score <9 and moderate TBI as a GCS score of 9-12 or a higher GCS score accompanied by abnormal brain imaging.
Families of 87 children with TBI (53.40% of those identified as potentially eligible) and 119 with OI (35.10% of those identified as potentially eligible) completed informed consent and were enrolled. Of the total sample, 67.33% had married parents, and 64.85% had reports from both caregivers at baseline. See Table I for sample demographics and Table II for the number of mothers and fathers who completed ratings of coping and distress at each time point.
Procedure and Measures
At each follow-up assessment, parents completed ratings of their coping in response to the injury and of their psychological distress. The strategies used by the caregiver to cope with their child's injury and its sequelae were assessed with the COPE (Carver, Scheier, & Weintraub, 1989) . The COPE is a 60-item self-report inventory that measures a variety of aspects of coping behavior. The situational version of the COPE was used and included the following statement in the instructions: "We are specifically interested in how you are dealing with the stress that has been created by your child's injury." Three coping summary scales were created based on previous research, theory, and statistical confirmation. The three summary scales include active coping (active coping, planning, suppression of competing activities); acceptance coping (acceptance, restraint coping, positive reinterpretation, and growth); and denial/disengagement (denial, mental disengagement, behavioral disengagement). Active coping was interpreted as reflecting problemfocused strategies, acceptance coping was interpreted as capturing emotion-focused strategies, and denial/ disengagement was interpreted as representing maladaptive strategies. The average standardized Cronbach's alphas over time for each of the coping factors were as follows: active coping ¼ .88, acceptance coping ¼ .74, denial/disengagement ¼ .70.
Parent psychological distress at the baseline and initial four follow-up visits was assessed using the Brief Symptom Inventory (BSI) (Derogatis, 1993a) , a 53-item questionnaire assessing a wide range of psychological symptoms with well-established reliability and validity. Psychological distress at the extended followup visit was assessed using the Symptom Checklist-90-R, a 90-item self-report questionnaire. The SCL-90-R is the parent, longer version of the BSI (Derogatis, 1993b) . There is support for the equivalence of the SCL-90-R and BSI, and correlations between scales on the two measures are high (.92-.99; Derogatis, 1993a; Derogatis, 1993b; Derogatis & Melilsaratos, 1983) . Both scales yield nine dimension scores as well as three summary scales. Depressive symptoms are a common parental response following pediatric TBI; therefore, both the depression scale (DEP) and General Severity Index were examined. The DEP was used to assess levels of depression and includes items related to dysphoric affect and mood, loss of interests, loss of energy, and feelings of hopelessness. The GSI combines the number of symptoms endorsed with the intensity of reported distress, and was used as an index of global psychological distress. In both cases, higher scores are indicative of greater distress. GSI and DEP scales are presented as T-scores, with scores !63 indicative of clinically elevated symptoms (Derogatis, 1993a; Derogatis & Melilsaratos, 1983) .
Data Analysis
Linear mixed models were used to examine parental coping and distress over time in relation to injury group (severe TBI, moderate TBI, OI) and rater (mother vs. father). Fully saturated models were run, and all interactions were retained in the final model, regardless of level of significance. Mixed models were run using PROC MIXED in Statistical Analysis System (SAS), which uses maximum likelihood estimation making use of all data available. Separate models were examined for each of the three coping summary scores (active, acceptance, denial/disengagement), GSI, and DEP scores for a total of five analyses, and post hoc comparisons within the models were used to understand significant findings. Family socioeconomic status (SES), defined by the average of the z-scores for maternal education and median income for the census tract in which the family resided, was included as covariate in analyses. Time since injury was treated as a continuous variable in the primary analysis but was classified by visit number to examine interactions involving time. To adjust for multiple comparisons, we used a p level of .025 for the significance level for parental distress models as measured by the BSI (0.05/ 2 scales), and .0167 for the significance level for coping style models as assessed by the COPE (0.05/3 styles). Additionally, to better understand the factors associated with elevated parental distress, a binary variable was created using the GSI and DEP scales of the BSI, with scores !63 indicative of clinically elevated symptoms. It is possible that for the most part parents are reporting levels of distress within normal limits; therefore, examining factors associated with clinical elevations will help to identify parents/families under greatest distress and at most need for intervention. Logistic regression using PROC GENMOD in SAS was completed to determine whether rater sex, injury severity, or time since injury impacted whether parents reported clinically elevated levels of distress. The mixed models analyses discussed above will allow the examination of factors associated with the full range of reported parental distress, while the logistic regression will allow for the examination of these factors in the most at-risk parent group.
Models were also run using only participants with two parent ratings, and all results remained the same. Interestingly, parents of children with TBI were more likely to be unmarried at the time of injury. Models were run controlling for marital status, and all injuryrelated findings became nonsignificant. Because marital status at the time of injury was used to define this variable, this differential marital status was not a result of the injury but instead seems to be intrinsic in the population (possibly related to SES). For this reason, we decided not to control for marital status in the presented analyses.
Results
SES, injury severity, and child sex did not change over time, suggesting that attrition was not impacted by these demographic variables.
Parent Psychological Distress
Depression Analysis of the depression subscale from the BSI and SCL-90 revealed a significant main effect of rater, F(1,151) ¼ 43.95, p < .01, and rater Â time interaction, F(1,1138) ¼ 6.84, p ¼ .01 (Table III) . The effect of rater is best understood within the context of the rater Â time interaction. Regardless of injury type or severity, fathers reported greater levels of depression than mothers during the initial 18 months after injury (Baseline: p < .01, 6 months: p < .01, 12 months: p < .01, 18 months: p ¼ .02). However, this difference was no longer significant at the long-term follow-up, as a result of a significant increase in maternal-reported depression, such that maternal depression at the long-term follow up was significantly greater than all other time points (Baseline: p < .02, 6 months: p < .03, 12 months: p < .02, 18 months: p ¼ .01).
General Severity Index
Analyses of the GSI scale resulted in a significant main effect of rater, F(1,151) ¼ 44.22, p < .01, and rater Â time interaction, F(1,1132) ¼ 6.03, p ¼ .01 (Table III) . The effect of rater is best understood through examination of the rater Â time interaction. Regardless of injury type, fathers reported consistent levels of distress during the first 12 months after injury, with a significant decline from baseline to 18 months after injury (p ¼ .02) that was maintained at the long-term followup (p ¼ .05). Mothers reported consistent levels of distress during the initial 18 months after injury with a nonsignificant trend for increased distress from this follow-up to the long-term follow-up (p ¼ .06). Although fathers reported greater distress than mothers during the initial 18 months following injury (baseline: p < .01, 6 months: p < .01, 12 months: p < .01, 18 months: p ¼ .01), the later decline in paternal distress coupled with the nonsignificant increase in maternal distress resulted in similar levels of parental distress at the long-term follow-up.
Clinical Elevations
Results of the logistic regression revealed that injury severity was related to the likelihood of parents reporting clinically significant levels of GSI (v 2 (2) ¼ 8.41, p ¼ .01) and DEP (v 2 (2) ¼7.90, p ¼ .02) regardless of parent sex and time since injury. Parents of children with severe TBI were more likely to report elevated levels of general distress (p ¼ .01) and depression (p ¼ .07). Specifically, 34% of parental reports of general distress were in the elevated range for the severe TBI group throughout the study period, while only 17% of those in the moderate TBI group and 18% of those in the OI group reported clinically elevated levels of GSI throughout the study period. Similarly, within the severe TBI group, 27% of parental reports of depression were in the clinically elevated range, while 13% of those in the moderate TBI group and 17% of those in the OI group fell into the clinically elevated range throughout the study period. Table IV presents means and standard errors for the three coping strategies by rater and injury group over time. No significant main effects or interactions were noted for active or acceptance coping strategies. Significant findings related to denial-based coping are presented below. Figure 1 ), as parent sex moderated the relationship between injury group and use of denial/disengagement coping over time. During the first 12 months after injury, both mothers and fathers reported equivalent levels of denial across all injury groups; however, differential effects of injury were noted at the 18-month and long-term follow up. Although mothers and fathers of children with OI and moderate TBI did not differ in reported denial across the study period, differences between maternal and paternal ratings were observed in parents of children with severe TBI at 18-month and long-term follow-ups. Specifically, by 18 months after injury, fathers reported significantly more denial than mothers (t(362) ¼ 3.63, p ¼ .0003). This was followed by a decrease in paternal denial (18 months to long-term: p < .01) and increase in maternal denial (18 months to long-term: p ¼ .01), which resulted in a reversal of the pattern seen at 18 months after injury, with fathers reporting significantly less denial than mothers at the long-term follow-up (t(362) ¼ À3.10, p ¼ .002).
Coping Strategies
Overall, the effect of injury type and severity was more pronounced for fathers over time. Specifically, at 18 months after injury, fathers of children with severe TBI reported greater levels of denial than fathers of children with OI (t(362) ¼ À2.59, p ¼ .01) and fathers of children with moderate TBI (t(362) ¼ À2.92, p < .01). Interestingly, by the long-term follow-up, fathers of children with OI reported greater denial than fathers of children with severe TBI (t(362) ¼ 2.38, p ¼ .03). Injury characteristics did not predict maternal ratings of denial at any time point.
Discussion
The present study is one of the first to examine longterm differences in how mothers and fathers respond to TBI in their preschool children, and extends our knowledge regarding parental response following TBI. Analyses that included a long-term follow-up ($7 years) indicate that mothers and fathers experience differing levels of psychological distress, which vary as a function of time since injury. Additionally, while coping strategies that involved denial varied as a function of time since injury, injury type, and rater sex, this was not observed for strategies that involved active coping or acceptance.
When examining parental distress, we found that fathers reported greater levels of depression and general distress during the initial 18 months after injury, regardless of injury type; however, an increase in maternal distress over time resulted in mothers and fathers experiencing similar levels of depression and distress many years after injury. The elevated levels of paternal distress are consistent with previous findings . The increase in maternal distress at the long-term follow-up was unexpected. Stancin et al. (2010) reported that parents of preschool-age children may not be acutely distressed following injury because the impact of the child's impairment may not be immediately clear. The present study examines distress at a long-term follow-up, approximately 7 years after injury. At this point, children are between the ages of 9 and 14 years, and the increased distress reported by mothers may be related to increasing awareness of the subtle deficits associated with the TBI that were not apparent earlier. The increase in distress may also be related to developmental factors. Parents often perceive adolescence as the most difficult period of their child's development, and report the highest level of parenting stress during this period (Buchanan et al., 1990; Pasley & Gecas, 1984; Pearlin & Liebermann, 1979; Small, Cornelius, & Eastman, 1983) . Early adolescence is accompanied by an increase in parent-child conflict along with the development of autonomy, both of which are significantly related to parental stress (Kohn, Lafreniere, & Gurevich, 1991; Laursen, Coy, & Collins, 1998; Small, Eastman, & Cornelius, 1988; Taylor, 1991) . Depending on the long-term deficits experienced by their child (i.e., externalizing behavior, poor executive functioning, impaired social competence), this period may be associated with even greater stress for parents of children with TBI. Further, while mothers are reporting an increase in distress, fathers are reporting a decrease in distress over time. One potential explanation is that fathers may be less involved in the educational planning and behavioral management than mothers, and therefore may not experience the stress associated with emerging deficits and parent-child conflicts in the same way as mothers. While injury severity was not associated with overall levels of parental distress or depression, it was significantly associated with an increased likelihood of clinically elevated levels of parental distress, with a greater proportion of parents of children with severe TBI reporting clinically elevated distress. This was true regardless of parent sex or time since injury, suggesting that these parents remain more distressed than others, even many years after injury. Changes in the source of parental distress time (i.e., concern for survival and physical recovery initially to managing externalizing behaviors, academic impairments, and independent living years after injury) were not evaluated in the current study. Future studies of parental distress after TBI would benefit from identifying specific sources of distress over time. This would allow for professionals to proactively discuss future potential stressors, and target interventions appropriately. Consistent with hypotheses, the coping strategies reported by mothers and fathers following OI were fairly stable over time following the acute injury. This is likely related to the nature of the injury. OI are typically accompanied by a clear trajectory for recovery, with a timeline related to cast removal and completion of physical therapy. Further, the sequelae of the injury are unlikely to become more prominent or impairing as the child ages. Additionally, mothers and fathers of kids with OI report more denial/disengagement at the extended follow-up assessment, perhaps because their children have likely been fully recovered for a number of years, making the injury-related stressors a distant memory for these families.
With regards to denial, only parents in the severe TBI group demonstrated significant differences between mothers and fathers, with fathers reporting greater denial 18 months after injury and mothers reported greater denial in the long term after injury. Fathers reporting greater denial 18 months after injury is consistent with the previous report by Wade et al. (2010) on the same cohort. However, the decline in denial reported by fathers and increase in denial reported by mothers, resulting in higher levels reported by mothers than fathers at the long-term follow up, was unexpected. These findings suggest that mothers and fathers may experiencing changing perceptions of the injury and its consequences. Mothers may be attributing residual and emerging problems to adolescence; whereas fathers may finally be accepting that the injury has resulted in changes for the child and family. As reported by Stancin et al. (2010) , injuryrelated stress is likely to increase as the child is faced with additional social and academic stressors outside of school. Additionally, increased maternal distress may be associated with concerns mothers have related to long-term independence in light of the long-term impairments associated with the injury coupled with ineffective active coping strategies. However, given that denial is strongly associated with distress (Aldwin & Revenson, 1987; Billings & Moos, 1984; Holahan & Moos, 1987; Wade et al., 2001) , increasing maternal denial may contribute to higher levels of distress over time. Similarly, the decline in denial reported by fathers may be associated with the decline in distress reported by fathers. As discussed above, it is possible that fathers are further removed from the processes of obtaining services for their child or more distanced from their child's emerging deficits giving fathers fewer opportunities to use denial as a coping strategy. These findings highlight the complexity of parental response to early childhood injury and underscore the importance of addressing the impact of TBI on families even years after injury.
Overall, mothers and fathers are reporting similar levels of distress many years after injury; however, mothers and fathers of children with a history of severe TBI reported different levels of denial coping at 18-month and long-term follow up. While this increased discrepancy in coping style does not appear to be accompanied by increased distress at the longterm follow up, previous studies have reported that conflicting, or complimentary, coping styles may be related to parental stress or conflict (Benn & McColl, 2004; Wade et al., 2010) . Further, while findings suggest that not all families of children with a history of TBI are in need to treatment, differences in response to injury and emerging deficits may contribute to family strain over time.
Although the present study provides valuable new information, it is not without limitations. Although the study is unique in being prospective in nature and collecting both mother and father ratings, the sample size of children with severe TBI was small, possibly limiting statistical power in some of the injury group comparisons. Additionally, to assess differences in coping between mothers and fathers, regardless of parental relationship, we used all parent ratings rather than only including dyadic relationships. This did increase our sample size, but limited our ability to compare mothers and fathers within a family, or whether parents use complementary or conflicting strategies.
While these findings should be considered preliminary given the small number of fathers in some groups (i.e., severe TBI), they do provide some insight for future intervention development and research. First, assessing the sources of distress over time is important for understanding the stressors families of children with TBI face overtime, and is information that would improve care for children with TBI and their families. This is particularly true for parents of children with severe TBI, as they were more likely to report clinically elevated levels of distress throughout recovery. Parents may report similar levels of distress from acute recovery through years postinjury, but the sources of the stress may be qualitatively different. For example, managing stressors of acute recovery (i.e., concern for survival, hospital stay, numerous medical appointments) are different than those that are often reported years after injury (i.e., externalizing behaviors, academic and social difficulties, concerns for independent living). Interestingly, fathers report declining levels of distress over time after injury. Future studies should seek to better understand the mechanisms underlying this reduction in distress to inform intervention and determine how and when to best support both mothers and fathers.
Likewise, understanding of how mothers and fathers within a family cope with stressors and how this relates to levels of distress is important in working with families following injury. Different coping styles may be more effective for managing different sources of stress at different points throughout recovery. This knowledge is key to creating interventions that are developmentally and environmentally (i.e., individual treatment, family treatment, school based treatment, etc.) appropriate. Further, a better understanding of how discrepant coping styles impact distress and the role of the marital relationship throughout long-term recovery is required. Under some circumstances, it may be beneficial for parents to adopt different/complimentary coping styles to manage the variety of stressors; however, significant discrepancies may make parents feel that they are not on the same page as their partner, further contributing to levels of distress. Interestingly, mothers and fathers of children with severe TBI reported increasingly discrepant levels of denial coping over time, again highlighting the need to understand these phenomena in this at-risk group. Examining how these factors operate in married parents, separated co-parenting parents, and single parents is also crucial to identifying and developing interventions. Given the confound of marital status within the TBI group, we were not able to examine this question. Future projects should attempt to recruit families who report clinically significant levels of distress to examine these factors in a population most at need for intervention. Additionally, future research would benefit from recruiting children with a range of family structures, to gain insight into how risk factors vary within this environmental context. Knowledge gleaned will be crucial to identifying patients and families who are most likely to experience significant distress after TBI, and fuel development of interventions targeting specific areas of stress and less effective coping. 
Funding
